


We know critical care is best delivered in a pre-organized team framework.  
Ideally ,that process involves identification  of the type of team needed  and the 
components to make the team response effective: 
- When the team should be mobilized 
- What types of team members are required 
- The location and configuration of the  response 
- Responsibilities and tasks of the team members 
- Organization of required equipment, supplies and medications used during the 
response 
- Documentation forms, orders, checklists, policy/procedures and references 
- Methods for notifying team members to respond 
 



We have many types of teams that have  proven successful and effective for a variety 
of situations. 
This is a photograph from 2008 Advanced Disaster Life Support Course with Billy Oley, 
MD, Red Lodge; Chris Benton, RN Red Lodge; Tim Sinton, PA-C, Choteau and Jason 
Mahoney, EMT-P, Billings.  



Consider the differences that make developing a Trauma Team different than other 
types of team responses 



It is important to recognize the over-riding “guiding principle” in developing an 
effective Trauma Team. 





The Trauma Response consists of these specific components and the successful 
process of “linking” them together locally. 



These are some hallmark questions to ask when developing your Trauma Response  
procedures.  The answers  to these specific questions provide for design of the 
process that will be most effective. 
You cannot depend on resources you don’t have, so each facility’s procedures are 
truly dependent on identification and organization of  its resources with design of  
procedures putting them to best use. 
EMS  should be considered the “first phase of care”, an essential  part of the local 
Trauma Team Response and must be knowledgeable about local Trauma Team 
Activation criteria. They must understand and be active in early identification of the 
Trauma Patient, provide early and effective communication to the hospital so staff 
may act on that information and activate the Trauma Team Response. 
Pre-organized and pre-assembled Trauma Team members  ready to greet the trauma 
patient on arrival at the hospital provide more effective, well-prioritized care. 



Develop a method for notifying Trauma Team members consistent with the  available 
local communication capabilities. 
Trauma Team activation “after hours” may involve calling in specific staff.  Depending 
on the time of day, Trauma Team activation MAY involve utilizing staff currently in-
house and available. Either way, the situation  and whether the patient meets 
activation criteria determines trauma team activation, NOT  time of day or whether  
staff were “already here so we didn’t have to call anyone in”. 
 
When does a facility need to activate MORE than its Trauma Team? At what point 
does a facility need to activate its Disaster/Emergency Response Plan? 
Each facility needs to determine the base number of simultaneous patients or critical 
patients it is truly capable of providing  effective care to (in many cases it’s 2-4 
patients, either arriving at the same time or critically ill/injured). Once that number of 
multiple  or very sick patients has been determined, be sure it’s addressed in the 
Disaster/EP and all staff are educated. 
An effective Trauma Team Response process allows staff to improve their delivery of 
effective care to one patient at a time . This improved “patient-by-patient” 
proficiency of care is an effective method for increasing  quality of care for multiple 
patients, enhancing Disaster/EP capabilities.  
“An effective trauma system is the backbone of the Disaster/EP system”* 



Specific members of your Trauma Team depend on the professional resources you 
have 





This busy diagram illustrates a very basic team, its members ,their identified duties. 
and physical positions in relation to the patient.  
Your facility’s team may look different, but this general  template can serve as a guide 
for developing your team composition and  role responsibilities. 
Be sure to include your facility’s available team members.  
Educate staff and provide the guide for all to easily refer to during a Trauma Team 
Response. 



This diagram physically illustrates positioning and general responsibilities of a basic 
Trauma Team. This  guideline should  be customized to your facility, receive staff 
education focus and be easily referred to during a Trauma Team Response. 
It is helpful for staff not only to know what to do but where to be positioned to 
minimize confusion 



There are other Trauma Team roles to consider (again based on your facility’s 
available resources) that can meet important needs. 
 
Depending on facility size and scope of the situation, consideration may also need to 
be given to  identifying resources for coordinating the rest of the Emergency 
Department, subsequent shifts and the rest of the hospital. 



This is an illustration of the ”ideal” trauma team structure with team members’ 
positions in relation to the patient 



Plenty of help, lots of resources and all of the necessary equipment at our fingertips!  
We’re a well-oiled machine! 

THIS IS GREAT!!! 



Here is the reality of the Trauma Team members, resources and equipment we may 
actually have available.  



Effective teams don’t just happen. Becoming a team takes good leadership, 
preparation, definition, commitment and PRACTICE. These are concepts to consider 
and think about when organizing, developing and educating your staff in the realities 
of becoming a team. 



We all have education, experience and background preparation. Melding those 
varying skills, personality styles and leadership abilities into effective Teamwork CAN 
be challenging! 



We MUST have a plan all “players” know about and can follow 



Effective team leadership is based on experience and wise application of calm, 
collected, reasonable, well-prioritized direction. Even inexperienced staff will perform 
well if effectively led and directed.  

Teams do not perform well when leadership is fragmented, chaotic and disorganized.  

More importantly, patients do not do well if care is fragmented, chaotic and 
disorganized. 



These tips will assist staff in becoming a more effective team. 



These are some of the organizational issues that can derail a Trauma Team Response 
structure. 



It’s important to remember the PATIENT as we pay so much  attention to our 
available resources, organizational  structures, technology, tasks and procedures! 



As you develop your Trauma Team Response plan, remember to BE REALISTIC and use 
what you HAVE, not what you’d LIKE TO HAVE. 
 
Should you develop different levels of Trauma Team Response? (larger volumes of 
trauma patients and larger pool of resources) 
OR 
 Are your resources such that a single level of response will be most effective (fewer 
trauma patients, fewer resources)? 
 
Can you offer different levels of response? Do you have a surgeon to direct trauma 
care or surgical services to provide operative intervention?  
ALL of the time? SOME of the time? NEVER? 



Whatever you do, to be successful, design it simply and 
DO NOT OVER-COMPLICATE your procedures 



Montana Field Decision Scheme/Trauma Team Activation Criteria (consistent with 
CDC Field Triage Decision Scheme, with some revisions for Montana setting) to be 
utilized in the pre-hospital setting  to contact medical control, advise hospital of 
patient status and advise Trauma Team Activation and/or utilized in the hospital to 
identify patients in need of Trauma  Team Activation. 
 
CDC Criteria have been developed to facilitate decisions to transport trauma patients 
to trauma centers. The rural nature  and generally long distances between healthcare 
facilities in Montana  necessitates using  the same criteria for providing trauma 
response for  all identified trauma patients.  
When there ARE multiple healthcare facilities in close proximity to the scene,  
patients meeting these criteria should preferentially be transported to Trauma 
Facilities. 
Physiologic Criteria  provide a good predictor of severe injury and should be at the 
top of your activation criteria. 
 
 



Anatomic Criteria 
Patients with these injuries may not meet “Physiologic” criteria, have “normal “Vital 
Signs and GCS, but still have sustained severe injuries 
  
* Major Burns has been moved up to the Anatomic Criteria section for Montana. 
CDC Triage Criteria state  
“ Burns without traumatic mechanism; triage to burn center” 
“ Burns with traumatic mechanism; triage to trauma center” 
Montana has no current burn centers, so “Major Burns” was moved to Anatomic 
Criteria for Trauma Team Activation 
Hypothermia has been added for Montana due to the need for mobilization of facility 
resources 



Mechanism of Injury criteria do not always produce severe injury, but certainly can, 
so should be utilized to consider  Trauma Team Activation. 
 
It’s important that TTA does not occur ONLY only MOI criteria alone, as *over-triage 
can result. Assembling trauma team members  based on MOI criteria alone  
repeatedly for patients who turn out to have insignificant injuries will result in  team 
“burn-out”, and reluctance to respond, undermining TTA process. 
 
All TT Activations should be evaluated for appropriateness ,*overtriage/undertriage 
and  activation criteria broadened or tightened accordingly. 
*Overtriage: Activation w/discharge home from ED  
OR Using mechanism/comorbidities to activate for patient not meeting clinical 
(Physiologic/Anatomic) criteria and patient discharged to home  
 
*Undertriage; No activation and patient transferred to higher level of care, admitted 
to ICU/OR or died  
OR no activation when patient met Physiologic/Anatomic criteria 
 
 
 



*MOI Continued: 
Horse/Animal rollover/ejection added here for Montana 
Snowmobile/ATV crash > 20MPH added here for Montana w/CDC Motorcycle criteria 





CDC Field Triage Decision Scheme materials can be found on the CDC website 



The CDC website contains information  on ordering staff materials at NO COST to YOU 



  



Be aware of the organizational pitfalls that can derail effective use of TT Activation 
Criteria. 





The only SCORE to be utilized for Trauma Team activation should be the Glasgow 
Coma Scale. The revised Trauma Score has NOT proven to be an effective triage tool, 
is complex to determine, difficult to remember and isn’t meaningful. 



Here is the Revised Trauma score with an example of how to calculate it. Once a 
score is determined, what does it mean? TOO MANY NUMBERS. 

It’s complex to use, difficult to remember and hasn’t proven to be an affective tool 
for staff to utilize in order prepare and respond appropriately to injured patients. 



Once again, while it is essential EMS is knowledgeable in the Trauma Team Activation 
criteria and uses it to consistently notify the hospital early in the call to maximize 
advance preparation for the trauma patient, EMS is NOT responsible to activate the 
hospital team.  

As EMS and hospital staff begin to work more closely together, establishing trust and 
effective communication, notification from the field that EMS is caring for an injured 
patient who meets activation criteria will result in appropriate and effective 
activations. It is important staff and providers recognize it is their decision to activate 
the team and assemble their resources whether EMS “tells them to” or not. 

An important part of Performance Improvement is the process of reviewing all 
activations for appropriateness (including communication), making sure EMS & the 
hospital are working together and identifying opportunities for improvement. 

If any of the “links” in the process are not fully engaged or participating, it’s 
important to find those reasons and fix them. 



In order to keep Trauma Team Activation  effective, both Undertriage and Overtriage 
need to be tracked. Not activating when we should and activating when we don’t 
need to can both undermine the process quickly. 
If criteria to activate aren’t working, they need to be revised and changed. 



It’s important to identify reasons for not activating when a patient meets our criteria 
and address those reasons. 



Trauma Team Activations may be implemented in different levels, based on volumes 
of patients and the  size/resources of the facility. Larger facilities (ACS Level I, II or 
III/Montana Regional/Area Trauma Hospitals) may choose to implement three levels 
of Trauma Team Activation, with  different responders and expectations for each level 
of activation. 



ACS Level III/IV/Montana Area or Community Trauma Hospitals may utilize two levels 
of Trauma Team Activation 



ACS Level III/IV and Montana Coomunity and Trauma Receiving Facilities may use a 
single level “all hands on deck” approach for Trauma Team Activation. 



Documentation is an on-going issues for ALL facilities, EVERYWHERE. While 
documentation is important, other issues demand staff attention during patient 
resuscitation and scarce resources may mean documentation is sketchy and 
incomplete. The mantra everyone hears about the importance of documentation is 
“if it wasn’t documented, it wasn’t done”. While this is certainly true and there is 
legal risk involved as a result, it is simply not a truly compelling argument for the 
person providing care at the bedside. 
A more effective approach for patient care staff is to emphasize that complete 
documentation really provides them with deserved credit for good care. Without 
complete documentation, it is difficult (if not impossible) to evaluate the care 
provided or identify opportunities for improvement. 





What promotes effective, complete documentation for an injured trauma patient? 
The Trauma Flowsheet. 

Many good examples exist.  Involve clinical staff to “cut and paste” examples to 
design a comprehensive form that works for THEM. Implementing a form without 
staff support and “buy-in” means CERTAIN failure of that form. 

 

Trauma flowsheets that are NOT utilized are too complicated, don’t flow well, 
designed by someone who doesn’t use them and not kept where staff can easily 
access them. 

Electronic Medical Records present different issues. Episodic critical care (Medical or 
Trauma resuscitations) requires “real-time” documentation for accuracy. EMR 
documentation is extremely difficult to implement “as it happens” and often requires 
“re-construction” of events sometime later. For that reason, the American College of 
Surgeons strongly recommends that Trauma Team Activations be documented on 
paper Trauma Flowsheets and NOT in the EMR formats. Often, trauma patients must 
be transferred to higher/different levels of care. EMS & ED documentation must 
accompany the patient wherever they are transferred to.  



Effective performance improvement for Trauma Team Activations includes evaluation 
of all of these components. 



Education for all team members (including EMS) needs to consist of many 
components. This cannot be over-emphasized. Strides made managing trauma 
patients well as a team can be replicated for any other type of “time-sesitive” patient.  



Many resources are available to help you with this process. 



TEAM Course conducted in Circle, MT being instructed by Kirby Peden, MD 


